plished without difficulty. Maintenance anaesthesia with nitrous oxide-isoflurane-fentanyl was uneventful. The only surgical problem was placement of a screw in the Luhr plates securing the maxillae that was 2 mm longer than the desired length. The desired length of screw was not available at the time of surgery, and the next longer length was chosen to ensure adequate fixation in the piriform fossa. Tube mobility was not verified intraoperalively. As is our routine, the patient was transferred to the Intensive Care Unit for a planned extubation the morning after surgery. During the night, the nurse noted intermittent difficulty threading a suction catheter down the tracheal tube. When attempting to extubate the patient, it was noted that the tube was solidly fixed and could not be removed. Fibreoptic bronchoscopy revealed the distal end of a screw penetrating the nasotracheal tube ( Figure 1 ). The patient was immediately returned to the Operating Room where under anaesthesia the screw was withdrawn sufficiently to allow for tube mobility. The patient was then successfully extubated upon awakening.
Case 2
A 22-year-old healthy male underwent corrective surgery for a midfacial retrusion and apertognathia secondary to posterior vertical maxillary excess. He was scheduled for a Leforte I osteotomy with impaction, advancement, bone grafting and intermaxillary fixation. Anaesthesia was induced with thiopentone-succinylcholine and the trachea was intubated nasally under direct vision with a soft PORTEX 7 mm tube. Maintenance anaesthesia with nitrous oxide-halothane-fentanyl was uneventful. During surgery, the surgeon noted that the drill bit had broken. A lateral facex-ray ( Figure 2 ) located the drill bit seemingly impinging on the nasotracheal tube. Fibreoptic bronchoscopy verified an indentation but not penetration of the tube. The drill bit was not removed because of the extensive surgical dissection this would require. Tube mobility and deflation of cuff was verified and a second fibreoptic bronchoscopy done to ensure the tube movement had not caused the drill bit to now penetrate the tube. The patient was transferred to the ICU and successfully extubated without difficulty in the morning. One week later the broken drill bit fell out spontaneously.
Discussion
Our first case illustrates accidental surgical perforation A mechanically obstructed tracheal tube that cannot be removed may present a life-threatening problem. A number of remedial therapies are possible. The cuff can be deflated allowing for spontaneous ventilation around the tracheal tube. Alternatively, a thin catheter can be passed beside the critical narrowing allowing for continuous inflow of oxygen or jet ventilation (deflate cuff to allow for expiration). A third possibility is the performance of a cricothyroidotomy through the trachea and nasotracheal tube.
Early recognition of a lacerated or fixed tracheal tube is of paramount importance to avoid further complications. Lee ~2 has suggested the routine testing of tracheal tube mobility at the end of all orthognathic surgery. B haskar t~ recommends routine facial x-ray and passing a suction catheter down the tracheal tube when blindly directed Kirschner wires are used in orthognathic surgery. We feel that the availability of flbreoptic bronchoscopy allows an adaptation of these recommendations. The flexible bronchoscope will pass through even a nasal RAE tube. This is the first report to illustrate the use of bronchoscopy in localizing tracheal tube foreign bodies quickly and definitively. As seen in Figure 2 , x-rays may not always demonstrate whether a foreign body is simply impinging on a tracheal tube or actually penetrating into its lumen. Our second case illustrates how fibreoptic bronchoscopy was used to differentiate between these two possibilities. Furthermore, we were able to reassess for possible lumen penetration caused by a tube mobility test. Fibreoptic bronchoscopy is the sole technique that would detect a sealed-over tube laceration before extubation with possible intranasal tube separation. We therefore recommend the routine intraoperative testing for tracheal tube movement and routine fibreoptic bronchoscopy through the tube when blind surgical procedures occur in the vicinity of a tracheal tube. If a fibreoptic bronchoscope is not available or cannot be passed down the tracheal tube because of size limitations, then x-ray, tracheal tube movement, and passage of a suction catheter down the tracheal tube are advisable. 
